Clinical teaching and learning of nursing students are part of work-integrated learning. In 2010 the Nursing Education Stakeholders identified clinical teaching as a weak point in nursing education in South Africa and developed a Clinical nursing education and training model to address the deficiencies.
Introduction
It is an international phenomenon that students are present in clinical settings as learners and not as part of the workforce and are therefore regarded as supernumerary. Students are not allowed to be employed by entering into a contract to render nursing care (NMC, 2004 b; NMC 2004 c; Harwood et al., 2009) . Various funding programs to address the shortage of registered nurses have been implemented in the United States as recruitment and retention strategies. Education grants are offered to expand enrolments in nursing baccalaureate programs. These support education programs to double nurse retention rates and increase nurse satisfaction. A total of 85% of the registered nurse student educational loans are repaid over a period of four years by the Nurse Faculty Loan Programme which establishes funds within schools of nursing to increase the number of qualified educators. In return, once their studies are complete, registered nurses are expected to teach at a school of nursing to address the shortage of nurse educators, a result of an aging population (American Nurses Association, April 2011).
Clinical teaching and learning are part of work-integrated learning (WIL) and refer to workplace learning. WIL is a topic which is receiving much attention by the Council on Higher Education (CHE) of South Africa at the moment. According to the CHE, WIL is based on "a common understanding of the importance of enabling students to integrate theoretical knowledge gained through formal study, with practice-based knowledge gained through immersion in a work or professional context" (CHE, 2011:4) . They see a direct relationship between the way a subject is taught in class and the way it is taught and applied in the workplace (see Figure 1 ). The case-based approach to teaching and learning is one strategy which lends itself to creating a direct relationship between what students learn in theory and what they learn in practice.
According to Mekwa (2001) , in South Africa the recognition, by the Higher Education Act No. 101 of 1997, of nursing education as part of mainstream higher education is a significant achievement which, if successfully completed, grants the nursing profession equal status with other professions. However, student status in the workplace remains a concern and affects the success of WIL. To this end, the Nursing Compact which is described in Chapter 3, an outcome of the National Nursing Summit held in April 2011, urged the South African Government to prioritise the creation of a conducive learning environment for student nurses through standardization of financial support for students.
In the university sector, the initiation of the Clinical Training Grant from the Department of Higher Education and Training has made a significant difference to the ability of nursing schools to address deficiencies in clinical teaching. This is an earmarked grant made available to all universities on a prorata basis to assist them with the cost of providing clinical teaching and learning opportunities to undergraduate students in the health professions. Depending on the size of the school, this has meant an annual grant of millions of Rand for nursing schools, enabling them to strengthen clinical teaching in many ways such as design and build clinical simulation laboratories, buy simulation equipment, build student residences at distant clinical sites, appoint more clinical preceptors. 
Clarification of concepts
In 2010, the Nursing Education Stakeholders identified clinical teaching as a weak point in nursing education in South Africa and developed a clinical nursing education and training model to address the deficiencies. This model has been described in Chapter 4. The current chapter deals with the implementation of this model by the university sector.
Problem statement
Although the model for clinical nursing education and training has not been formally accepted by the SA Nursing Council, it was accepted by the Nursing Summit delegates and by FUNDISA in 2011. The university nursing schools are therefore in the process of implementing the model and, in line with its advocacy role and its commitment to promoting policy research, FUNDISA has targeted this programme as one of three it will be monitoring and evaluating over the next five years. Too often in the past the implementation of policies was not tracked, so that the level of implementation remained unclear. Furthermore, the impact of policies on education practice was inadequately documented, leading to policy decisions that had little evidence to support them.
As University Schools of Nursing embark on the implementation of the proposed model for clinical nursing education and training (see Chapter 4), it is important to monitor and evaluate the implementation process in order to acquire a baseline measurement to which future performance can be compared. Without such a measurement, it will not be possible to ascribe any changes to the implementation of the new model or to identify both positive and negative aspects about the implementation process .
Aim and objectives of the survey
The aim of the study was, therefore, to establish a baseline measurement of the state of clinical teaching in terms of the proposed clinical nursing education and training model.
Specific objectives were to:
 assess to what extent the proposed model for clinical nursing education and training is currently implemented in pre-registration nursing programmes at Universities;
 identify problems that were experienced during implementation of the proposed model for clinical nursing education and training.
Methods
This was a questionnaire-based survey including all University nursing schools with a pre-registration Bachelor in Nursing or Bachelor of Technology degree in Nursing. A descriptive study was done using both quantitative and qualitative data.
Sample
The questionnaire was distributed to the 22 South African universities, who have nursing schools. Only 18 of these universities offer pre-registration nursing degrees, after two reminders, the following 11 nursing schools responded, amounting to a 61% response rate. These components included open-ended items (e.g. number of students in each year of study), a checklist (e.g. academics have to spend a certain portion of their sabbatical leave working in the clinical field; Yes or No), a rating scale with five points ranging from "always"= 5 to "never"= 1 (e.g. clinical facilities are selected according to the Positive Practice Environment Criteria). The instrument was developed by a small team of academics from the university nursing schools, and then scrutinized by the project team elected by FUNDISA for content validity by comparing the items with the model content. Adaptations were made until the Project Team was satisfied. It was then pilot tested on three senior academics for clarity and ease of use. It was finally approved and sent out by e-mail to Heads of Schools with a covering letter explaining the objectives of the study and asking for their participation. Two reminders were sent before the data was analyzed. The results were discussed at a FUNDISA business meeting, and a range of completion mistakes were identified. Schools were then given the opportunity to correct such mistakes before the final analysis was done.
Ethical clearance
Since this was a survey amongst members, ethical clearance was obtained from the Research Portfolio Committee of the organization (FUNDISA).
Results

Student numbers
The number of pre-registration B-degree students varied between a small school with only 58 students to a large school with 1073 students (see Table 1 ). The DUT only launched their B Technology degree in Nursing in 2011, so they have only first-and second-year students. WITS has a B Science in Nursing, and the resulting entry requirements including high levels of Mathematics and Science in grade 12, severely limit their ability to recruit students. NMMU offers a five-year B Cur extended programme, which will thus impact on the percentage of student loss using the stated calculation. The extended programme has an additional year to offer a transitional year for students with poorer grade 12 grades than those with direct entry into the four-year programme. * % of first-year numbers in fourth year. The % of fourth-year students compared with the first-years, gives some indication of student loss during the four years, since intakes generally remain steady. ** Please note that the first-year intake for NMMU includes the intake for the B Cur and the B Cur Extended programme. It is essential to state this as it impacts on the calculation of student loss (as per calculation stated).
Dedicated clinical teachers (preceptors)
All 11 schools employ clinical preceptors, but two (UL and UP) do not have clinical placement coordinators, and only two have teaching associates (TUT and NWU-P). A total of 117 clinical preceptors are employed in 10 schools and only 60 (51%) of them have a nursing education qualification. The ratio of students to clinical preceptors varies between the years of study and between schools (see Table 3 ). The highest ratios seem to be during the first year of study, with an average of 1: 40 and the lowest ratios in the third or fourth years, with an average of 1:20 for the third year and 1:17 for forth year students (see Table 3 ). This might be related to the structure of most B-degrees, which start students in general, and community health nursing, and then offer midwifery and psychiatric/mental health nursing in the senior year. These two fields of nursing demand more time spent on 1:1 supervision and training, in settings such as doing a delivery or managing a therapeutic group. The change in ratio's might also be explained by the loss of students, so that there are less students in the more senior year groups. According to the model, a ratio of between 1: 15 and 1:20 students is ideal. On average, schools report that preceptors spend on average of 1 hour per student per week in clinical practice over the four years, but they generally spend more time with the students during the first two years than in the final two years (Table 4) . Only one item addressed the utilization of clinical preceptors and this item asked whether the main responsibility of a clinical preceptor is to assess students. Only one university (WSU) indicated that this is the case, while two stated "definitely not" (TUT and UL) and the others (n=9) indicated that this was sometimes the case.
Another item enquired about the involvement of professional nurses working in health service settings in clinical teaching when preceptors were not available. Four schools indicated that they were definitely involved (DUT, WITS, TUT and UL) and the others (n=7) indicated that they were sometimes involved.
Curriculum elements
The clinical nursing education and training model has a section indicating how the curriculum should support good clinical teaching. The results of the ratings are summarized in Key: Always-5, Often -4; Sometimes -3; Seldom -2; Never -1.
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Even though it has been accepted practice to plan clinical learning placements for students based on the minimum number of clinical hours and procedures as prescribed by SANC, it has become necessary for such planning to be based directly on the curriculum and learning needs of students. The clinical nursing education and training model states that "role functions and competencies should be the focus instead of clinical hours and procedures" (see Chapter 6). In terms of this principle, one would therefore ideally have between a 3 and a 4 rating on this item of the questionnaire. In this survey, five schools had such a rating, but four schools had a rating of 5, perhaps indicating an over-emphasis on the SANC prescriptions.
The clinical nursing education and training model requires that a distinction is made between clinical practice for learning (experiential learning) and clinical practice for working (work-integrated learning). For instance, one might take students to an antenatal unit to practice taking an obstetric history, without that history being part of the care of the patients and without it becoming part of the patient record. This would be classified as clinical practice for learning. If a student actually worked in such a unit and did the obstetric histories of patients as they came in, this would be clinical practice for working (WIL). Most schools (n=7) indicated that they often or always make this distinction, but some (n=4) acknowledged that it is seldom or never done.
The clinical model requires students to be placed in a clinical setting to learn an authentic nursing role as part of a nursing and / or multi-professional team, and indicates that such placements should constitute 40% of the total clinical practice time. According to Table 5 , this kind of placement is used on a scale between "sometimes" and "always" by most schools (n=9). WITS is the only university that uses this approach exclusively.
The next item enquired about the supernumerary placement of students, which means that students are brought into contact with the healthcare user in order to achieve specific learning outcomes but do not form part of any clinical service team. Six of the 11 universities seldom or never use this approach.
According to the clinical nursing education and training model, the ideal theoretical to practice ratio in this programme should be 30 to 70%. In all universities, the ratio is slanted towards theory (see Table  6 ). 
Nursing academics
The clinical model ascribes particular functions to the nursing academics in terms of the clinical component of their students' programme. The results of this part of the questionnaire are summarized in Table 7 .
According to the clinical nursing education and training model, academic staff should have a preceptor role and are responsible for specific group(s) of students. This is at least partially applied in all schools. They should also run group supervision sessions for clinical preceptors involved with their students. This is done consistently in only four schools. Involved  2  3  3  3  3  3  2  2  2  3  3   Supervision  1  3  3  1  3  3  2  1  1  2  2   Honorary  1  2  1  1  1  2  1  1  1  1  3   Accountable  1  3  2  3  3  3  3  2  2  3  3   Competent  3  3 3http: //dx.doi.org/10.14804/1-1-24 Academic staff is supposed to be ultimately responsible for quality assurance of the clinical learning experience of students, even though much of this will be done by clinical preceptors. This was the case in only three schools.
Academic staff are expected to remain clinically competent in their field of specialization and, to do this, they are expected to do some clinical practice (work, not clinical supervision) every year, and to spend some of their sabbatical time in the clinical field. While almost all schools (9 out of 11) indicated that they expected clinical competence, none of them required clinical practice or the use of sabbatical leave for improving clinical competence.
Process of clinical experience
The process and practices around clinical experience of students are summarized in Table 8 . Simulation is part of the preparation of students for clinical practice in most (n=10) schools and, similarly, every clinical preceptor's visit is usually documented.
Much less consistently done are pre-clinical discussions (where the clinical preceptor is present) as part of the preparation of students for placement in a specific clinical area, while post-clinical discussions (debriefing) with students occurs only sometimes or rarely. Clinical preceptors are very seldom available over weekends. Key: Always -5; Often -4; Sometimes -3; Seldom -2; Never -1.
Clinical Placements
Responses regarding the management of clinical placement of students for work-integrated learning are summarized in Table 9 . A set of guidelines in this regard is part of the clinical nursing education and training model. Key: Always -5; Often -4; Sometimes -3; Seldom -2; Never -1.
The co-ordination of clinical placement of undergraduate students is done on a provincial / regional basis in only three provinces, but this must be interpreted with caution, since TUT says that this is always done, while other universities in the same province (WITS) or region (UP) says it is never or seldom done. The placement plan of students is always electronically available (n=5) or most of the time (n=2) in most schools, but never or seldom in three.
In order to allow students to become comfortable in a clinical area and still have enough time to learn the competencies they should in that area, the clinical nursing education and training model suggests that they are placed in a specific clinical area for a minimum period of at least one month at a time. Only two universities indicated that this was always the case, while six schools respectively indicated that it is only sometimes (3) or rarely (3) done. This means that most students are places in a specific clinical area for less than a month.
The number of students already allocated to a specific clinical area should be taken into consideration when considering the placement of more or other students, and this is the case in most (n=7) settings. The universities also indicated that most of them often (n=7) or always (n=1) have equitable access to public health services for the clinical placement of undergraduate students. The clinical outcomes of http: //dx.doi.org/10.14804/1-1-24 students are generally always (n=6) taken into consideration for the clinical placement of undergraduate students and clinical facilities are usually or always (n=6) selected according to the Positive Practice Environment Criteria (PPEs). Implementation In order to identify the problems experienced by universities in implementing the clinical nursing education and training model, they were asked a qualitative question about this aspect and how they addressed these problems. The results are reflected in Table 10 . Trends in Nursing Vol. 1, Issue 1, 2012 http://fundisa.journals.ac.za http://dx.doi.org/10.14804/1-1-24 
Discussion
Although a 100% response would have been ideal in terms of a baseline survey, the 11 schools who responded represent all seven provinces with university nursing schools, and both the oldest (UP) and the youngest (DUT) schools offering this kind of programme. It also includes the smallest (WITS) and the largest (UWC) and, as such, can be seen as a fair representation of the university nursing sector offering pre-registration nursing programmes.
Only two schools have significantly lower first-year intakes than the other schools. In the case of TUT, they have applied to increase their numbers, based on the creation of additional clinical learning opportunities at their mobile clinic. This clinic, in the informal settlement of Soshanguve, was funded by Atlantic Philanthropies and will allow them to take in 50 additional students per year. WITS has a very different problem with regard to increasing their intake, but it would be beneficial if this prestigious university could increase their annual intake.
The calculation of student attrition rates is a cross-sectional comparison instead of the more accurate time-series design, and the attrition rate also does not follow the students towards completion, but only to their fourth year. The attrition rate at universities in Sub-Saharan Africa is generally 50% (Higher Education in S-S Africa, 2009) and, according to the Human Sciences Research Council, the rate specifically in South Africa is 50%, with 30% dropping out in the first year (Letseka & Maile, 2008) . If the drop-out rate for university nursing programmes is indeed 43%, it is lower than the national average, and indicates that these demanding programmes do not lead to greater loss than any average programme. However, losing 43% of young people who indicated an interest in the profession is still too high.
The clinical nursing education and training model does not stipulate that clinical preceptors should be registered nurse educators, but does require them to have special training in clinical teaching and learning. It appears that only four universities have provided targeted formalized training for preceptors. With regard to the ratio between clinical preceptors and students, the ratios are generally slightly less favourable than that suggested by the model. However, one wonders whether the rather absent clinical preceptors in the first and second years could contribute to the loss of students. While the senior student seems to be receiving an acceptable level of clinical support, this seems not to be happening in the first and second year.
In terms of curriculum elements, almost every university has issues which can be improved. Generally, however, it seems that the ratio between clinical teaching and learning and theoretical teaching and learning needs some attention. The number of credits in a four-year professional programme is usually about 480 credits (or 120 credits per annum) and reflects 4800 notional hours of student learning. If one accepts about 3500 hours as the usual number of hours for clinical practice, the clinical teaching model suggests that role-taking practice (WIL) should comprise 40% of the total clinical practice, or 1400 hours. In most schools it is probably significantly higher. However, schools will have to become more accustomed to calculating such proportions, and ensure that their programme falls within the curriculum guidelines. http: //dx.doi.org/10.14804/1-1-24 The finding that there is no structured way in which nurse academics are required to keep themselves clinically competent indicates a significant gap in the planning and policies of university nursing schools. It is not good enough to expect clinical competence, without creating the structure for academics to maintain their own expertise.
Most schools use simulation in preparing students for WIL, but there seems to be much variation. It appears that other methods of student support, such as pre-and post-conferences is being used on a very limited basis It is disconcerting that support for students in clinical practice through clinical preceptors is very limited over weekends, when one can expect the service staff to be at a minimum as well. It would be interesting to explore the experience of students over weekends further, and also to link it with student loss.
There seems to be no pattern in the management of clinical placements, with some universities doing much better than others, sometimes in the same province. It is probably an area in which each university has to address its own problems.
Of the five problems schools are experiencing with implementation of the clinical nursing education and training model, three are related to the practice environments. In this clinical model, it is recommended that nursing schools be responsible for evaluating whether a clinical setting is a Positive Practice Environment, and that students only be placed in such settings. Although it was recognized that this might limit placement settings, it was considered that the Clinical Training Grants and incentives such as appointing good role models as clinical associates, might be used to incentivize clinical units to aspire to become classified as PPEs.
Limitations of the study
The section about clinical placement highlighted the problem that schools are still unfamiliar with the nomenclature of the clinical nursing education and training model and may interpret questions differently. This was also the case with the item that addressed the number of clinical preceptors per year group, in which some schools gave such impossible figures that the data had to be reviewed in consultation with the schools. If data was not so obviously wrong, incorrect data might still have been included. The possibility that invalid data was provided is a limitation of the study which should improve as the model becomes more familiar to nurse educators.
Conclusion
It is recommended that individual nursing schools address the problems highlighted by this survey in their own practice. It is also recommended that schools that did not participate complete the questionnaire and compare their practice with that of their peers in this study. We remain keen to receive such completed questionnaires to add to our baseline data.
It is further recommended that nursing schools hold workshops and presentations on the clinical nursing education and training model in order for their own staff to become familiar with the components and nomenclature of the model. FUNDISA supports this model and advocates for its use and for the consistent use the nomenclature in order to promote understanding across schools and
